Discussion.-Dr. R. C. JEWESBURY said that duodenal obstruction in infants must be very rare. He had seen four cases, two of which were due to atresia. Of the others, one was due to pressure of an aberrant artery, the other to pressure from an abnormal peritoneal fold. At first they were thought to be cases of pyloric obstruction, but in all four, though there was visible peristalsis and the vomiting was projectile, the vomit was bile-stained, and it was on that fact that the diagnosis of duodenal and not pyloric obstruction was made. He did not know whether this child's vomits were bile-stained. He would like to know how this condition was to be diagnosed in infancy, and how it was to be distinguished from ordinary pyloric obstruction. Unless there was bile-stained vomit, the case looked like pyloric obstruction, and might be treated as such. Was it possible that some of the cases were due to some unusually persistent type of pyloric obstruction ? Were they mild, incomplete cases of pyloric obstruction which, if left untreated, persisted ?
Dr. PARKES WEBER asked whether any attempt had been made to pass a duodenal tube for diagnostic purposes.
Dr. STOLKIND asked how one was to prove that the mucus found in the feces was from the stomach and not from the intestines. Had Dr. Miller washed out the stomach and if so, had he found much mucus ? Also, had he washed out the intestines and failed to find mucus?
Dr. MILLER in reply to Dr. Stolkind said that when washing out the stomach, one could get an abundant supply of mucus, and it was not difficult to differentiate between the mucus in the stools which came from high up and that which came from the colon. That from the stomach or its vicinity was in large thick masses, and was sodden and white or bile-stained. The only proof he had of that fact'was that some months after a short-circuiting operation in his first case, the mucus had disappeared from the stomach and from the stools at the same time, and the tongue had cleared.
In answer to Dr. Parkes Weber, he had used the duodenal tube in only one case, when he tried to inject barium cream through the pylorus into the duodenum. Though that had shown, in the skiagram, the duodenal cap, it did not show the distal parts of the duodenum.
In reply to Dr. Jewesbury, the whole difficulty in diagnosing these cases was not to differentiate them from cases of pyloric obstruction, but to recognize in them any obstruction at all. He had seen about fourteen cases which he was satisfied were of this nature, and in not one had obstruction been suspected previously. Much time needed to be spent in looking for peristalsis. In the cases to which Dr. Jewesbury referred there had been a much greater degree of obstruction. The cases he (the speaker) had been describing were conveniently termed "gastromegaly," as the enlarged and hypertropbied stomach was the most striking clinical feature, the obstruction was mild, and the difficulty was in recognizing the presence of any obstructive factor.
A. H., a boy, aged 14 years. A small, soft lump was noticed at birth in the right lumbar region. This gradually grew larger, and was removed by Mr. Tyrrell Gray when the boy was 6 years old. A large, soft fibroma was removed from the left buttock when he was 9 years old, as it was giving rise to pain.
The interest of the case lies in the number of superficial nerves which are thickened and easily palpable throughout a considerable extent of their course. Among these, on both sides of the neck, are the great auricular, nervus cutaneous colli, and a branch of the supraclavicular nerve (all emerging from the posterior l)order of the sternomastoid at its middle). Other nerves easily palpable are suprascapular branches, both ulnars, and the external cutaneous in the leg. Several small cutaneous fibromata are present in the skin.
No other member of the family is affected. superficial nerves, which in some cases could even be seen by ordinary inspection as well as felt. He (the speaker) alluded to that in an article with Dr. Perdrau in the current number of the Quarterly Journal of Medicine.1 He would like to know at what age the various symptoms were first noticed in the present case. The patient, D. P., aged 12 years, is a somewhat fat girl with considerable enlargement of the liver (which now reaches* down to the umbilical level and is bulging) and a few telangiectases on the face, but at present without any other obvious abnormal signs. On February 6, 1930, she was admitted to hospital with slight jaundice of obstructive type, with a positive direct Hijmans van den Bergh's reaction for bilirubin in the blood-serum, and with a history of having had recurrent or remittent jaundice and frequent epistaxis during the preceding fourteen months. She had never had hematemesis. There was no definite enlargement of the spleen and certainly none of the superficial lymphatic glands. The blood-serum gave nLegative Wassermann and Meinicke reactions. The urine contained some excess of urobilin and urobilinogen, but no bilirubin; probably the attack of jaundice was already disappearing. The galactose test showed an impairment of bepatic function. The resistance of the erythrocytes towards graduated hypotonic sodium chloride solutions was within normal limits. The cutaneous reaction to echinococcus antigen is negative. Nothing special in the family history. Under dietetic and saline treatment the jaundice gradually disappeared. The case appears to be one of hepatic cirrhosis of uncertain origin in a child (cf. F. Parkes Weber, " The Nature of Banti's Disease and its Relation to Idiopathic Non-alcoholic Progressive Hepatic Cirrhosis in Children," Brit. Joutrn. Chtld. Dis., 1923, xx, 78) . The specimen is from a girl (I. G.), aged 14 years, with old rheumatic heart disease, who had long been a "cardiac cripple" before she died. At the postmortem examination the heart was much enlarged, with completely adherent pericardium, old disease of the mitral valve and to a lesser extent of the tricuspid valve. A whitish fibrous-looking nodule of about the size of a small pea was removed from the pericardial tissue over the right ventricle in front of the heart. The microscopic section of this nodule, which was immediately adjacent to the myocardium, shows that it is composed of fibrous tissue very rich in minute blood-vessels, but containing very little blood. Around one or two of the vessels are small collections of lymphocytes. In the centre of the section is a little artery. We regard this as an old organized pericardial rheumatic nodule, but no subcutaneous nodules had been noted during life. No bacteriological examination was made.
Dr. REGINALD MILLER said he did not think that pericardial rheumatic nodules were very rare. They were seldom looked for, and therefore rarely found. However he did not think that the question of subcutaneous nodules was of importance in this connection. Pathological Sleeping.-D. W. WINNICOTT, M.R.C.P.
Patient, a girl, aged 9 years, was brought to the Queen's Hospital for Children on account of falling asleep in the daytime. This had been a symptom since soon after tonsillectomy at the age of 7 years (February, 1928) . At the same time she became very nervous at night-time and began to have nocturnal enuresis. No micturition disturbance by day.
The family is healthy. There are seven other children.
Course.-Soon after the onset of the tendency to go to sleep by day she was admitted to the Hospital for Sick Children, Great Ormond Street, where she was apparently normal.
